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DIVISION OF HIVISTD
Mission Statement

The mission of the Division of HIV/STD is to support health districts/departments and non-
governmental organizations in the prevention and treatment of HIV and other STDs, including
their complications, through provision of education, information, and health care services that
promote and protect the health of all Virginians.

Long-term Objectives

Following are the Virginia Department of Health long-term objectives for specific STDs and
HIV health care services. A list of comparable national Healthy People 2000 Objectives is
attached.

HIV

1. By the year 2004, the annual case rate per 100,000 for HIV will be no more than 6.2
(Baseline: 12.21 case rate/100,000 for 1998)

2. By the year 2004, increase the number of persons who return for HIV test results and post-
test counseling to no less than 75% for seronegatives and 90% for seropositives. (Baseline:
32% for seronegatives and 46% for seropositives in 1998)

Syphilis

1. By the year 2004, primary and secondary syphilis will be reduced to an incidence of no more

than 1 case per 100,000 population. (Baseline: 2.2. infections per 100,000 Population in
1998)

2. By the year 2004, congenital syphilis will be eliminated. (Baseline: 5 cases in 1998)
Chlamydia

By the year 2004, reduce the prevalence of Chlamydia trachomatis infections among women to
no more than 2 percent. (Baseline: 7.4 percent in 1998)

Gonorrhea

By the year 2004, gonorrhea infections will be reduced to no more than 100 infections per
100,000 population. (Baseline: 136.3 infections per 100,000 population in 1998)

HIV Health Care Services

By March 31, 2000, increase by 10% the number of consumers receiving primary medical care
with Ryan White Title II funding. (Baseline: 859 clients).



HEALTHY PEOPLE 2010 OBJECTIVES

. (Developmental) Confine the prevalence of HIV infection.

. (Developmental) Increase the number of HIV-positive persons who know their
serostatus.

. Reduce primary and secondary syphilis to an incidence of no more than 0.2 cases per
100,000 people.

. Reduce congenital syphilis to an incidence of no more than 1 new case per 100,000
births. _

. Reduce the prevalence of Chlamydia trachomatis infections among young women
(under the age of 25 years) to no more than 3.0 percent.

. Reduce Gonorrhea to an incidence of no more than 19 cases per 100,000 people.
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MAIL THE TOP TWO COPIES TO YOUR LOCAL HEALTH DEPARTMENT

VIRGINIA DEPARTMENT OF HEALTH
Confidential Morbidity Report

Patient's Name (Last, First, Middle Initial);

SSN:

Home #: ( ) —
Patient's Address (Street, City or Town, State, Zip Code): Work #: { )

City or County of Residence
Date of Birth: Age: Race: Q Asian/Pacific Islander Q White Q Black Hispanic: QYes | Sex:QF

Q Other (specify): QNo aMm
DISEASE OR CONDITION: ' Case Status: Date of Onset:
O Confirmed
0 Suspected
Date of Diagnosis: Death: O Yes Q No Influenza: (Report # and type only. No patient identification).
Death Date: Number of Cases: Type, if known:
Physician’s Name: Phone: ( )
Address:
Hospital Admission? Q Yes Q No Hospital Name:
Date of Admission: Chart ID No:
Laboratory Information and Resuits

Source of Specimen: Date Collected:
Laboratory Test:
Results:
Name/Address of Lab:
CLIA Number:

Other Information

Comments: (E.g., Risk Situation [Food Handling, Patient Care, Day Care], Treatment {including dates], Immunization Status
[including dates], Signs/Symptoms, Exposure, Outbreak Associated, etc.)

For Health Department Use: Date Received:

Name, Address, and Phone Number of Person Completing This Form: Date Reported:

Check here if you need more of
these forms, or call your local
health department.

(Be sure your address is complete.)

Please complete as much of this form as possible. Form Epi-1, 11/98




HIV/STD REPORTING GUIDELINES

Commonwealth of Virginia, Virginia Department of Health
January 1, 1999

Why is Disease Reporting Important?

Surveillance Data are necessary to:
* Monitor Disease Trends * Plan for Health Care Needs
* Target Prevention Efforts * Allocate Resources

Underreporting hinders Virginia's HIV/AIDS and STD programs because funding is
awarded based upon the number of cases reported.

When Should You Report Syphilis?

Primary and Secondary must be reported within 24 hours by the most rapid means. All
other stages must be reported within 7 days.

When Should You Report Cases of HIV/AIDS?

Providers should report all HIV positive individuals. Numerous cases of HIV/AIDS
have been overlooked because providers assumed that individuals were previously
reported. If in doubt, REPORTI!

HIV or AIDS Reporting Guidelines:

HIV infection and AIDS are separate reportable conditions in Virginia.
HIV diagnosis is based on a positive laboratory result.
AIDS cases are classified by a documented HIV infection and either :
1) a CD4 count <200/ud or <14%, or '
2) the diagnosis of an opportunistic infection.
Report HIV/AIDS and STDs to your local health department.
Reportable HIV/AIDS tests now include positive results for blood and body fluids.

Resources:

Your local health department provides information and technical assistance, and assists
with reporting HIV/AIDS and STDs.

General information is also available from the HIV/STD Hotline: 1-800-533-4148.



Depariment of Health
E. Anne Peterson, MD, MPH P O BOX 2448

State Health Commissioner
RICHMOND, VA 23218 TDD 1-800-828-1120

October 8, 1999

- MEMORANDUM
To: District Health Directors :
HIV/STD Supervisors and Counselors
From: Casey W. Riley, Di r
Division of HIV/ISTD

Subject: Division of Consolidated Laboratory Services HIV-1 Positive Laboratory Reports

The procedures outlined below are being recommended to ensure that confidential HIV-1 positive test
results from the Division of Consolidated Laboratory Services (DCLS), receive follow up. The implementation
of these procedures will also assist in determining a more accurate positivity rate and positive post-test
counseling retumn rate on the local, district and state levels. Statewide, post test counseling return rates for
1998 are below 50% and our positivity rate has been less than 1% for several years. The following
' procedures have been successfully piloted in the Eastern Epidemiology Field Office for over a year.

Summary of reactive DCLS, confidential HIV-1 laboratory reports procedures - Effective November 1, 1999:

1. All DCLS confidential HIV-1 positive laboratory reports should be initiated on a four-part field record (FR).
The pink copy of the initiated FR should be forwarded to the HIV/AIDS Surveillance Unit for all newly
tested positive reactors, and a four- part FR (in total) should also be forwarded for previously positive
reactors. The HIV/AIDS Surveillance Unit will contact the local level representative, when an EPI-1 and
a pink field record copy on new positive reports, or a closed field record for previous positive reports are
not received, to request a FR number.

2. At the close of the field investigation, the local level representative should forward the closed white FR,
the completed HIV-1 laboratory slip, and the yellow copy of the interview record (IR) to the HIV/IAIDS
Surveillance Unit. The closed green IR should be forwarded following the end of case management
activities. ' -

3. The HiIV-1 laboratory number should be written on the field and interview records, and the EPI-1 before
forwarding the reports to the HIV/AIDS Surveillance Unit, this will assist in quality assurance.

Thank you for your cooperation in this matter.

/pkt

7, VIRGINIA
VD DEPARTMENT
OF HEALTH

Protecing You and Yeuw Enveronment



Positive HIV-1 Confidential DCLS
Report .-

LHD receives positive &8
HIV-1 DCLS HD

Match Lab slip with pt. }8
indicate lab slip# on &
FR. Write FR# on HD [
labsﬂp(wWZ)

--1 PL.'s name, & worker.

M Search st
HiIV-1 control desk

Provide FR#, Pt.'s
name, labslip# &
worker # to control
desk. Mail FR pink
copy and completed E
EPI-1(include FR# &
iab slip ID#) to CRU.

Upon dlsposnionmg

Fleld flow 10/19/99



COMMONWEALTH of VIRGINIA

Department of Health
P O BOX 2448
RICHMOND, VA 23218 TDD 1-800-828-1120

‘E. Anne Peterson, MD, -MPH
State Health Commissioner

February 4, 2000
MEMORANDUM

TO: RHIV/STD Supervisors/Managers

FROM: Casey W. Riley, Diréector
Division of HIV/ STD

SUBJECT: Documentation of Program Activities (Revision of 2/23/93)

The following activities should be conducted to assure high quality and accurate techniques are
used in the performance of field activities, prevention counseling, interviewing, and case
management skills. These standards should be performed by supervisors and considered
routine procedures for assessing and documenting HIV/STD program activities for each
HIV/STD health counselor and nurse.

1. Pouch reviews should be conducted weekly for newly hired employees and employees
identified as having performance problems, and monthly for all other health counselors and
public health nurses (if applicable).

2. Skills inventories for partner counseling and referral services, prevention counseling,
syphilis, gonorthea, and chlamydia interviews or other STD counseling, and field
investigation activities should be conducted monthly for newly hired employees and those
identified as having performance problems. Quarterly or semi-annually skills inventories
should be conducted for all other health counselors and public health nurses. (See attached
memorandum dated April 4, 1990).

3. Interview records should be reviewed for accuracy, and recommendations for case
management should be developed, and documented with appropriate follow up performed
as needed. Case management recommendations and or problems should be discussed,
and documented with the employee in a timely manner.

4. The supervisory "open field record control box" should be reviewed weekly and the status of

outstanding field records should be discussed with the appropriate health counselor or
public health nurse.

VIRGINIA
VD H:5
OF HEALTH

Protectmg You and Yowr Envronment




Documentation of Program Activities
February 4, 2000 -
Page 2

5. The criteria for diagnosing a patient as early latent syphilis of less than one-year duration
should be utilized in all areas. (Memorandum dated 4/28/83). The criteria are as follows:

a. history of symptoms that are compatible with primary or secondary syphilis or,
b. a rapidly rising titeror,

c. history of a negative titer in the past year or,

d. an epidemiologic link to a known case.

All early cases must meet at least one of the stated criteria. Follow up must be performed on
cases that appear to be early syphilis, because of age, titer or other condition. In this instance,
epidemiologic investigation should be performed prior to morbidity being reported as early latent
syphilis under one year. o

6. All investigative and follow-up activities should be conducted on the official four-part field
record.

7. Open and closed interview and field records should be filed in a manner that will facilitate
easy retrieval, .

Documentation of activities saves time and can assist in our prevention efforts when conducted
on a consistent basis. These documents also provide the legal basis for which follow-up,
counseling, and pariner referral can be initiated and their outcome substantiated.
Documentation and the performance of program activity reviews are the only record that can
account for the health counselor and nurses time and effort, as well as the quality of supervisory
involvement.

Attachments



COMMONWEALTH of VIRGINIA

Department of Health

E. Anne Peterson, MD, MPH P O BOX 2448 '
State Health Commissioner RICHMOND, VA 23218 TDD 1-800-826-1120

February 7, 2000

MEMORANDUM
TO: Anonymous Test Site (ATS) Clinic Directors
HIV/STD Supervisors and Counselors
' K
FROM: Casey W. Riley(.’gi'lﬂector :
Division of HIV/ISTD

SUBJECT: HIV Partner Counseling and Referral Services (PCRS) in ATS
(Revision of 2/12/94)

Procedures for HIV Partner Counseling and Referral Services in ATS are as follows:

1. The HIV positive client should be encouraged to enter a confidential setting in order to
benefit from medical and other intervention services. The HIV positive client may be
provided a list of referral options or assisted in scheduling an appointment.

2. The HIV positive client should be informed about the approaches used in' PCRS.

a. If the individual requests client or dual partner referral options in the ATS, the ATS
counselor, and the HIV infected client should thoroughly examine the potential
benefits and consequences of using these types of referral. Clients testing
anonymously through client or dual referral approaches should be documented as a
partner referral on the HIV-1 laboratory slip. : : ,

b. If the client requires direct assistance from the health department (provider referral),
the ATS counselor should initiate a field record (FR). The HIV-1 patient number
should be used as the original patient identification number. In order to initiate the FR
(see attachment), the counselor will need to gather locating, exposure and other
descriptive information about the sex or needle sharing partner. The counselor must
also explain that the health department may contact the ATS client (original patient)

* as part of the process if a positive partner names the original patient. The counselor
and patient need to develop a plan on how the ATS client will handle the situation if
this should occur.

3. The entire FR must be forwarded to the local heaith department for follow up.

4. AnEPI 1 is not required, because ATS are exempt from reporting by name HIV positive
clients. .

Ipkt

VIRGINIA
VDH:S 0
OF HEALTH

Protecting You and Your Environment




Posted Notice of “Deemed Consent” To
HIV Testing In Exposure Incidents

Suggested by AIDS Committee,
Office of the Attorney General
August 17, 1989

As a health care provider, we are required by section 32.1-45.1 of the Code of
Virginia (1950), as amended, to give you the following notice.

1.

If one of our health care professionals, workers, or employees should be directly
exposed to your blood or body fluids in a way that may transmit disease, your blood will
be tested for infection with human immunodeficiency virus (“HIV,” the “AIDS” virus)
and for the presence of the hepatitis B and hepatitis C viruses. A physician or other health
care provider will tell you and that person the result of the test and provide counseling, if
necessary. -

2.

If you should be directly exposed to blood or body fluids of one of our health care
professionals, workers, or employees in a way that may transmit disease, that person’s
blood will be tested for infection with human immunodeficiency virus (“HIV,” the
“AIDS” virus) and for the presence of the hepatitis B and hepatitis C viruses. A
physician or other health care provider will tell you and that person the result of the test
and provide counseling, if necessary.




Health Department/Center

CONSENT TO TEST FOR ANTIBODIES TO THE
HUMAN IMMUNODEFICIENCY VIRUS (HIV)

Information:

It is important for you to have a blood test to detect the presence of antibodies to
the virus that causes the disease AIDS known as the Human Immunodeficiency Virus

(HIV).

This procedure is performed as any routine blood test, by withdrawing a small
amount of blood from the vein by needle.

This testing is important to insure that adequate precautions can be taken to
prevent transmissions of the virus to others should the results be positive and to help
prevent future infections from the virus if the test is negative.

This testing is also important for your health care, if the test results are positive,
so that the best available treatment may be provided as early in the stages of the disease
as possible. Periodic follow-up tests will be performed as determined appropriate by the
physician.

You will be informed of the results of the test and receive counseling and/or
- education concerning the AIDS virus. The results of the test will not be disclosed to
anyone except persons authorized by law to receive such information. Such persons are
required by law to keep the information confidential.  All positive test results will be
disclosed to the Department of Health. Other persons to whom the results may be
disclosed include health car providers involved in your care or treatment, emergency
medical services personnel, others who have access to the record for quality assurance,
your parents(s) if you are a minor, or your spouse.

Consent:

I'have received information about AIDS and AIDS (HIV) testing. I understand
that the testing is recommended and that the results will remain confidential and will be
provided to health care providers and others only as necessary. I further understand that
this consent may be revoked in writing prior to the drawing of blood for further tests.

I consent to performance of the AIDS (HIV) antibody test and such periodic tests
as the physician determines appropriate.

I do not consent to performance of the AIDS (HIV) antibody test.

SIGNED: DATE:

WITNESS: DATE:




Health Department/Center

CONSENT TO ORAL TEST FOR ANTIBODIES TO THE
HUMAN IMMUNODEFICIENCY VIRUS (HIV)

INFORMATION:

It is important for you to have an oral test to detect the presence of antibodies to the virus that
causes the disease AIDS, known as the Human Immunodeficiency Virus (HIV).

This procedure is performed by placing a special pad with a handle between your cheek and gum
for two minutes. .

This testing is important to insure that adequate precautions can be taken to prevent transmission
of the virus to others should the result be positive and to help prevent future infection from the virus if
the test is negative.

The testing is also important for your health care, if the test results are positive, so that the best
available treatment may be provided as early in the stages of the disease as possible. Periodic follow-up
tests will be performed as-determined appropriate by the physician.

You will be informed of the results of the test and receive counseling and/or education
concerning the AIDS virus. The results of the test will not be disclosed to anyone except persons
authorized by law-to receive such information. Such persons are required by law to keep the
information confidential. All positive test results will be disclosed to the Department of Health. Other
persons to whom the results may be disclosed include health care providers involved in your care or
treatment, emergency medical services personnel, others who have access to the record for quality
assurance, your parent(s) if you are a minor, or your spouse.

CONSENT:

I have received information about AIDS and AIDS (HIV) testing. I understand that the testing is

_ recommended and that the results will remain confidential and will be provided to health care providers

and others only as necessary. I further understand that this consent may be revoked in writing prior to
the collection of oral specimens for future tests.

____Tconsent to performance of the AIDS (HIV) antibody test and such periodic tests as the physician
determines appropriate.

I do not consent to performance of the AIDS (HIV) antibody test.

Signed: - | ' Date
Authorized Representative/Guardian

Witness: ' , Date

(OMT REV 4/00)



COMMONWEALTH of VIRGINIA

Department of Health
P O BOX 2448
RICHMOND, VA 23218 TDD 1-800-828-1120

February 7, 1990

VIRGINIA DEPARTMENT OF HEALTH GUIDELINES FOR PREVENTING
BLOODBORNE INFECTIONS IN SCHOOLS - SUPPLEMENT TO SUPTS. MEMO
NO. 255, OF NOVEMBER 29, 1989

Because the blood and certain body fluids (semen and vaginal secretions) of all persons
must be considered potentially infectious for human immunodeficiency virus, hepatitis B, and
other organisms, it is important to follow precautions. Fortunately, in the case of schools, one
need only be concerned about blood. Universal precautions do not apply to feces, nasal
secretions, saliva sputum, sweat, tears, urine, and vomitus unless they contain blood. Despite the
extremely remote risk that exposure of skin to blood could result in infection (the unabraided skin
is an excellent defense against bloodborne organisms), the following precautions should be
adhered to without any exceptions:

1. Those involved in cleaning surfaces contaminated with blood or rendering first aid to
bleeding children should wear disposable gioves and avoid exposure of open skin lesions
and mucous membranes to blood.

2. Surfaces contaminated with blood should be promptly cleaned with household bleach
(1 part bleach to 9 parts water) using disposable towels or tissues.

3. Hands must be washed after gloves are removed.

4. If inadvertent contamination of the skin with blood were to occur, all that is required is
thorough washing of the contaminated areas with soap and water.

VIRCINIA
OF HEALTH



MODEL GUIDELINES FOR SCHOOL ATTENDANCE FOR CHILDREN WITH
HUMAN IMMUNODEFICIENCY VIRUS

The Public School Division will work cooperatively with the
Health Department to ensure compliance with the Virginia Code 22.1-271.3 for

school attendance of children infected with human immunodeficiency virus (HIV).

A.

Students are expected to be in compliance with an immunization schedule (Article 2, 22.1-271.2):
however, some required immunizations may be harmful to the health of the student who is HIV
infected or has AIDS. Students who are HIV infected or have AIDS may get an exemption from
complying with the requirements (Virginia Code 22.1-27.2, C). School personnel will cooperate
with public health personnel in completing and coordinating immunization data, exemptions, and
exclusions, including immunization forms.

Mandatory screening for HIV infection is not warranted as a condition for school entry. Upon
leaming a student is HIV infected or has AIDS, the superintendent will consult with the individual’s
family and physician or a health official from the local health department to determine whether the
student is well enough to stay in school. Since it is known that HIV is not transmitted through casual
contact, any student who is HIV infected will continue education in a regular classroom assignment
unless the health status interferes significantly with performance. If a change in the student’s
program is necessary, the superintendent or designee, family, and physician or health official will
develop an individual plan which is medically, legally, and educationally sound. If the HIV student is
receiving special education services, the services will be in agreement with established policies.

Parents/guardians may appeal decisions for restriction or exclusion as determined by the
School division’s established procedures.

All persons privileged with any medical information about HIV infected students shall be required to
treat all proceedings, discussions, and documents as confidential information. Individuals will be
informed of the situation on a “Need to Know” basis with written consent of the parent/guardian.

Universal precautions for handling blood will be implemented within the school setting and on
buses. To ensure implementation of the proper standard operating procedures for all body fluids, the
guidelines from the Virginia Department of Health will be followed. In-service training will be
provided to all school personnel. Training will include local division policies; etiology, transmission,
prevention, and risk reduction of HIV; standard operating procedures for handling blood and body
fluids; and community resources available for information and referral. Periodic updates will be
supplied through in-service or memoranda.

Comprehensive and age-appropriate instruction on the principal modes by which HIV is spread and
the best methods for the reduction and prevention of AIDS are required to encourage the support and
protection of the HIV infected student. To enhance school attendance, the school division will

collaborate with public and private organizations in the provision of support services to HIV infected
students.




COMMONWEALTH of VIRGINIA

Department of Health
RANDOLPH L. GORDON, M.D., M.PH. P O BOX 2448
COMMISSIONER RICHMOND, VA 23218 TDD 1-800-828-1120

June 27, 1997

MEMORANDUM

TO: District Directors —

FROM: Grayson B. Miller, Jr., M.D. [5
Director, Office of Epidemiolo.

SUBJECT: HB 2764: Bloodborne Pathogen Training for School Personnel And Management
of Exposure-Prone Incidents in Schools

The 1997 General Assembly amended Sections 22.1-271.3 of the Code of Virginia to 1)
require school boards to ensure that school personnel who have direct contact with students
receive bloodborne pathogen training and 2) require local health directors to provide medical

. advice to division superintendents regarding possible exposures of school personnel to blood or
. body fluids of students. Attachment I is a copy of that amendment.

While school boards are responsible for the provision of bloodbome pathogen training to
school personnel, school systems are likely to request your assistance. It may be helpful for you
to be involved at least in the planning stages for this training. Involvement of local health
* departeents ma] ensure | that school employees receive the correct messages about potential risks
and legitimste mof!cs of dxsease transmlsswn thereby decreasing the number of calls regardmg i
incidenis whlcn do no‘t pose exposure risks fo personnel. o Crep

A5

All school districis and health dnstncts were previously provided with the manuai

1A r

m.'_!;hggs_fgr_s ized Heéals . Attachment Il is a seciion from those -
guidelines exmﬂeé‘medeIm& ‘Regarding’ Bloodborne Pathogens.” This ixf ormatzon showld be:
helpful for sc‘hd [ xr}%rsonm:l mvol\_('cd in training. Snr e

I/ VIRGINIA
DEPARTMENT
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District Directors
June 27, 1997
Page 2

The law also requires that a school superintendent consult the local health director for
situations involving incidents which may have exposed employees to the blood or body fluids of
students. You should meet with the division superintendent(s) to work out notification
procedures for your district.

The district director is responsible for investigating each exposure incident as soon as
practicable to determine the appropriate recommendation for the employee. There is no
prescribed method or format for the investigation. It need be no longer or more detailed than is
necessary to ascertain the degree of risk to the employee. The investigation may be conducted as
a telephone interview with a public health or school nurse, as well as the school superintendent,
who has determined the essential facts of the exposure incident. This telephone interview may be
sufficient to develop recommendations for the superintendent. The medical advice may be
conveyed to the school by the district director or another health department physician. The
medical advice should be provided to the school superintendent, not the employee. It is the
responsibility of the school superintendent to convey the information to the employee.

There is no responsibility on the part of the health department to provide diagnostic
services or treatment. The goal of the recommendation is 1) to apprise the employee of the
degree of risk that he or she has been infected by a bloodbome pathogen, and 2) to suggest a
course of action, if any, the employee should consider. The course of action may address
diagnostic, prophylactic, preventive, or treatment actions. These services may be provided by
the health department, the employee’s health care provider, or a combination. For assistance in
determining recommendations, you may want to review Dr. John Rullan’s memorandum of
September 25, 1996, regarding post-exposure prophylaxis guidelines for occupational HIV
exposure. As long as you have made 2 good faith effort to provide consultation and specific
recommendations, you have discharged your responsibility under this law.

Based on past experience reported from selected health districts, we do not expect to have
a large number of requests from school districts for assistance in exposure-prone incidents. In
order to assess the demand and to provide you with help, I am asking that you track these
requests, including how many requests were received, the average amount of district time spent
on each request and how many of them were substantiated exposures. We will survey you at the
end of the first year to gather these data. Please advise me if the requests become excessive.



District Directors
June 27, 1997
Page 3

Please remember that existing laws regarding release of confidential medical information
are applicable, as are penalties for improper release of information. The Office of Epidemiology
is available to assist you with the implementation of this law as needed. If you have any
questions, please call me at (804) 786-6029 , Dr. John Rullan at (804) 786-6261 or Casey W.
Riley at (804) 786-6267.

Attachments

c: Jeff Lake
John Rullan, M.D.
Casey W. Riley

Doug Cox
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APPENDIX C: Universal Precautions and
Infectious Diseases

¢ Universal Precautions

¢ Selected Infectious Diseases
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Universal Precautions for Handling
Blood/Body Fluids in School

Authorization

Occupational Safety and Health Administration (OSHA) Final Bloodborne
Pathogens Standard. The following guidelines are designed to protect persons
who may be exposed to blood or body fluids of students or employees in a school.
Please refer to the Occupational Safety and Health Administration (OSHA) Final
Bloodborne Pathogens Standard for the most recent requirements.

Overview

Anticipating Potential Contact. Anticipating potential contact with infectious
materials in routine and emergency situations is the most important step in
preventing exposure to and transmission of infections. Use universal precautions
and infection control techniques in all situations that may present the hazard of
infection. Diligent and proper handwashing, the use of barriers (e.g., latex or
vinyl gloves), appropriate disposal of waste products and needles, and proper care
of spills are essential techniques of infection control.

Applying the Concept of Universal Precautions. When applying the concept of

————Uuniversal-precautions-to-infection-control;-all-bloed-and-body-fluids-are treated as
if they contain bloodborne pathogens, such as the human immunodeficiency virus
(HIV) and hepatitis B virus (HBV). HIV and HBV can be found in:

¢ blood ¢ pericardial fluid
¢ spinal fluid ¢ breast milk

¢ synovial fluid ¢ peritoneal fluid
¢ vaginal secretions ¢ amniotic fluid
¢ semen ¢ Dpleural fluid

Hepatitis B Virus (HBV). HBV (not HIV) is also found in saliva and other body fluids
such as urine, vomitus, nasal secretions, sputum, and feces. It is not possible to know
whether these body fluids contain bloodbome pathogens therefore, all body fluids
should be considered potentially infectious. Thus universal precautions should be
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observed by all students and staff when handling or coming into cbntact with any blood
or body fluids.

Han'dwashing

Diligent and proper handwashing are essential components of infection control. Hands
should be washed:

*

*

*

Immediately before and after physical contact with a student (e.g., diaper changes,
assisting with toileting, assisting with feeding).

Immediately after contact with blood or body fluids or garments or objects soiled with
body fluids or blood.

After contact with used equipment (e.g., stethoscope, emesis basin, gloves).

After removing protective equipment, such as gloves or clothing.

Procedure.

1.

Remove jewelry and store in a safe place prior to mmal handwashing (replace jewelry
after final handwashing).

Wash hands vigorously with soap under a stream of running water for approximately
10 seconds.

Rinse hands well with running water, and thoroughly dry with paper towels.

If soap and water are unavailable, bacteriostatic/bactericidal wet towelettes, “handi-
wipes,” or instant hand cleaner may be used.

Please see detailed instructions in Figure 5., Eight Steps to Proper Handwashing, for
detailed handwashing instructions.
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Figure 5. Eight Steps to Proper Handwashing '*

AN

Use towel to tum off faucet

133

From Resource Manual for the Prevention of HIB/HBV Viruses by Maryland State Department of
Education, 1991. .
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Ways to Avoid Contact with Body Fluids

Gloves. When possible, avoid direct skin contact with body fluids. Disposable single
use, waterproof, latex, or vinyl gloves should be available in school clinics. Vinyl gloves
should be used with students who have a latex allergy or a high potential for developing a
latex allergy, such as students with spina bifida. The use of gloves is intended to reduce
the risk of contact with blood and body fluids for the caregiver as well as to control the
spread of infectious agents from student to employee, employee to student; or employee
to employee.

Gloves should be worn when direct care may involve contact with any type of body
fluids. Incidents when gloves should be worn include (but are not limited to): caring for
nose bleeds, changing a bandage or sanitary napkins, cleaning up spills or garments
soiled with body fluids, disposing of supplies soiled with blood, or any procedure where
blood is visible. Gloves should also be worn when changing a diaper, catheterizing a
student, or providing mouth, nose or tracheal care.

Do Not Reuse Gloves. After each use, gloves should be removed without touching the
outside of the glove and disposed of in a lined waste container. After removing the
gloves, the hands should be washed according to the handwashing procedure. (See Figure
6., Proper Removal of Gloves.) <"
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Figure 6. Proper Removal of Gloves '*

™ From Resourc
Education, 1
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Protective Clothing. If spattering of body fluids is anticipated, the clothing of the
caregiver should be protected with an apron or gown and the face protected with a face
mask and eye goggles or face shield. The apron or gown should be laundered or disposed
of after it is used and should not be used again until it is clean. The goggles and mask
should be disposed of properly.

Shield for Rescue Breathing. If it is necessary to perform Rescue Breathing, a one-way
mask or other infection control barrier should be used. However, Rescue Breathing
should not be delayed while such a device is located.

Disposal of Infectious Waste

Contaminated Supplies. All used or contaminated supplies (e.g., gloves and other
barriers, sanitary napkins, Band-Aids), except syringes, needles, and other sharp
implements, should be placed into a plastic bag and sealed. This bag can be thrown into
the garbage, out of reach of children or animals.

Used Needles, Syringes, And Other Sharp Objects. Make arrangements to dispose of
used needles, syringes, and other sharp objects at a local medical facility or health
department. Needles, syringes, and other sharp objects should be placed immediately
after use in a metal or other puncture-proof container that is leak proof on the bottom and
sxdes To reduce the nsk of acut or accidental puncture by a needle, NEEDLES

'_E__QE_QS_M Once lt is full the contamer should be sealed, bagged, and kept
out of the reach of children until it can be disposed of properly.

Body Waste. Body waste (e.g., urine, vomitus, and feces) should be disposed of in the
toilet. If such body fluids as urine and vomitus are spilled, the body fluids should be
covered with an absorbent sanitary material, gently swept up, and discarded in plastic
bags.

Clean-Up

Spills of blood and body fluids should be cleaned up 1mmed1a1ely with an approved
disinfectant cleaner.

Procedure.
1. Wear gloves.. (See “Ways to Avoid Contact with Body Fluids” on previous page.)
2. Mop up spill with absorbent material.
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3. Wash the area well, using the disinfectant cleaner supplied in the clinics ora 1:10
bleach solution (mix 1 part household bleach, sodium hypochlorite, in ten parts of
water). Replace solution daily.

4. Dispose of gloves, soiled towels, and other waste in sealed plastic bags and place in
garbage, as already indicated.

5. WASH HANDS.

Routine Environmental Clean-Up Facilities. Routine environmental clean-up facilities
(e.g., clinic and bathrooms) do not require modification unless contaminated with blood
or body fluids. If so, the area should be decontaminated using the procedure outlined.
Regular cleaning of non-contaminated surfaces, such as toilet seats and table tops, can be
done with the standard cleaning solutions or the 1:10 bleach solution described above.
Regular cleaning of obvious soil is more effective than extraordinary attempts to disinfect
or sterilize surfaces.

Cleaning Tools. Rooms and dustpans must be rinsed in disinfectant. Mops must be
soaked in disinfectant, washed, and thoroughly rinsed. The disinfectant solution should
be disposed of promptly down the drain.

Laundry. Whenever possible, disposable barriers (e.g., disposable gloves and gowns)
should be used if contamination with blood or body fluids is possible. If sheets, towels,
or clothing become soiled, they should not be handled more than necessary. Wash
contaminated items with hot water and detergent for at least 25 minutes. Presoaking may
be required for heavily soiled clothing. The most important factor in laundering clothing
contaminated in the school setting is elimination of potentially infectious agents by soap
and hot water.

Soiled student clothing should be rinsed using gloves, placed in a plastic bag, and sent
home with appropriate washing instructions for the parents.

Accidental Exposure

Accidental exposure to blood, body products, or body fluids places the exposed
individual at risk of infection. The risk varies depending on the type of body fluid (e.g.,
blood vs. respiratory vs. feces), the type of infection (e.g., salmonellae vs. haemophilus
influenzae virus vs. HIV), and the integrity of the skin that is contaminated.

Procedure.

1) Always wash the contaminated area immediately with soap and water.
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2) If the mucous membranes (i.e., eye or mouth) are contaminated by a splash of
- potentially infectious material or contamination of broken skin occurs, irrigate or
wash area thoroughly.

3) If acut or needle injury occurs, wash the skin thoroughly with soap and water.

In instances where broken skin or mucous membranes, or a needle puncture occur, the
caregiver should document the incident. The student’s parent or guardian should also be
notified. The person who was exposed to the infection should contact his/her health care
provider for further care as outlined in the recommendations by the Centers for Disease
Control and Prevention (CDC).

Pregnant Women

Pregnant women are at no higher risk for infection than other caregivers, as long as
appropriate precautions are observed. There is, however, the possibility of in utero
transmission of viral infections, such as cytomegalovirus (CMV), HIV, or HBV to unbom
children.

Guidelines for Exposure Policy Development

As of 1992, all school divisions, should have an exposure policy as mandated in the
Virginia Department of Labor and Industry’s Occupational Exposure to Bloodborne
Pathogens; Final Rule (1992). For assistance concerning an exposure policy, contact the
Virginia Department of Labor and Industry’s Regional Office.

Department of Labor and Industry
Powers-Taylor Building
13 South Thirteenth Street
‘Richmond, VA 23219
Telephone: (804) 371-2327
Fax: (804)371-2324
TDD: (804) 786-2376
E-mail: jap@doli.state.va.us

Resources

Virginia Department of Health and Virginia Department of Education. (1992). Universal
Precautions for Handling Blood Body Fluids in School. In Virginia School Health
Guidelines (pp. 195-202).
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Bradley, B. (1994). Occupational Exposure to Bloodborne Pathogens, Implementing
OSHA Standards in the School Setting. Scarborough, Maine: National Association of
School Nurses, Inc.



COMMONWEALTH of VIRGINIA

Department of Health

E. Anne Peterson, MD, MPH P O BOX 2448 .
S;ale Health Corr;r;:l:s;c;ner RICHMOND, VA 23218 TDD 1-800-828-1120
MEMORANDUM
Date: August 9, 1999
To: District Directors
From: Casey W. RileC, Director
Division of HIV/STD
Re: Division of HIV/STD Training

I am very pleased to announce the availability of several new HIV/STD training
initiatives that complement the trainings the Division of HIV/STD currently delivers. The
Division, in conjunction with the five Regional HIV/AIDS Resource and Consultation
Centers (RARCC), provides training opportunities that promote effective disease control
and prevention. Within the attached brochure, you will find a brief synopsis of each of
the programs that are being offered. These courses are intended to enhance the working
knowledge of the health care providers in, but not exclusive to, HIV/STD intervention.
By offering a diverse sslection of learning experiences, designed to promote effective
applications of discase intervention techniques and processes, we hope to support you in
your effort to intervene in the spread of HIV/STDs.

Should you or any of your staff be interested in additional information regarding
any of the courses offered, please contact Chip Payette, Training Coordinator, Division of
HIV/STD, at (804) 371-2911.

/age

Enclosure

c: Jeff Lake
Chip Payette

VIRCINIA
DH:
OF HEALTH
Arasctmg You and Your
www.vdh.state.va.us




September 22, 1997

MEMORANDUM
To: District Directors
—
From: John V. Rullan, M.D., M.P.H.
Office of Epidemiology
Subject: VDH Post-exposure prophylaxis guidelines to Occupational HIV exposure

Included are the guidelines re: post-exposure prophylaxis (PEP) to HIV exposure in VDH
employees. These guidelines follow the CDC’s MMWR article “Update: Provisional Public Health
Service Recommendations For Chemoprophylaxis After Occupational Exposure to HIV” published
June 7, 1996.

If an employee is identified as eligible for PEP and decides to accept PEP, the Health District
will provide the initial treatment of the employee, including the initial supply of the PEP medication.
As soon as possible, the employee should be referred to his Primary Care Physician for subsequent
follow-up and treatment (see Table 3, page 6). Please be aware that each district will be responsible
for the cost of the initial supply of medications, as well as any costs such as prescription and
laboratory co-pays not covered by the exposed employee’s health insurance carrier.

The Workmen’s Compensation policy does not include prophylactic treatment. The
occupational exposure is to be documented so that if HIV infection does occur prospectively and no
other risk factor can be attributed, then the employee could be eligible for the compensation benefit.
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Clinical evaluation should include a baseline medical history and physical examination as
soon as possible after the exposure. The employee should be advised to report and seek medical
evaluation for any acute febrile illness that occurs within 12 weeks after the exposure (NOTE: this
is especially important now that recent data presented by Markovitz et al.* have shown that carly
aggressive treatment with zidovudine, lamivudine and ritanovir has potential for significantly
reducing the circulating virus to undetectable levels). Such an illness- particularly one characterized
by fever, rash, pharyngitis, or lymphadenopathy- may be indicative of recent HIV infection. During
the first 6-12 weeks following the exposure, when most infected persons are expected to seroconvert,
the exposed employee should be recommended to follow U.S. Public Health Service (PHS)
recommendations for preventing transmission of HIV.® Appropriate precautions should be taken to
prevent sexual partners from coming into contact with the blood, semen, or vaginal secretions of the
employee. Abstention from sexual activity with another person is an option for eliminating sexually
transmitted HIV disease, while use of condoms is a option for reducing the transmission of HIV.
The employee should not share toothbrushes, razors or other items that could be contaminated with
blood. The employee should also refrain from donating blood, plasma, body organs, other tissue,
or semen during the follow up period.

After appropriate counseling and informed consent, serological evaluation should be
performed. Blood for a baseline HIV test should be obtained from the exposed employee as soon
as possible following the exposure. For those employees with a negative baseline test, repeat HIV
testing should be done at 6 weeks, 12 weeks, and 6 months following exposure.

The decision to start post-exposure prophylaxis should be based on the risk assessment of
the attributes of exposure and the attributes of the source patient (see Table 1). Exposed individuals
should be informed that (a) the knowledge about the efficacy and toxicity of post-exposure
prophylaxis is limited; (b) for agents other than zidovudine, data are limited regarding toxicity in
persons without HIV infection or who are pregnant; and © any or all drugs for post-exposure
prophylaxis may be declined by the exposed employee. If a decision is made to implement post-
exposure prophylaxis, it should be initiated within 1-2 hours following exposure (the interval after
which there is no benefit from post- exposure prophylaxis in humans is undefined). The
recommended duration of post-exposure prophylaxis is 4 weeks.

Exposed health-care workers who express interest in prophylaxis but cannot make a rational
decision often benefit from starting treatment and then reconsidering their options once they feel
more objective or updated information becomes available. Special emphasis shouid be made to not
delay the prophylaxis decision until better information becomes available or a clinic appointment
can be a.ianged.

For exposed employees receiving post-exposure prophylaxis. drug toxicity monitoring is
necessary. The employee should be questioned about and-educated to report toxicities known to be
associated with the medications used. Zidovudine (ZDV) used for post-exposure prophylaxis is
generally well tolerated but can be associated with gastrointestinal symptoms, fatigue and headache.
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In HIV infected adults, lamivudine (3TC) can cause gastrointestinal symptoms and in rare instances,
pancreatitis. [ndinavir (IDV) toxicity includes gastrointestinal symptoms, and usually after
prolonged use, mild hyperbilirubinemia (10%) and kidney stones (4%); the latter may be limited by
dnnking 48 oz (1.5L) of fluid per 24- hour period, while the drug is taken. During the first 4 weeks
of indinavir therapy, the reported incidence of kidney stones has only been 0.8%. The concurrent
use of indinavir and certain other drugs, including some nonsedating antihistamines, is
contraindicated.

Laboratory monitoring of drug toxicity consists of a baseline complete blood count, and renal
and hepatic chemical function tests. These should be repeated two weeks after starting post-
exposure prophylaxis. If subjective or objective toxicity is noted, dose reduction or drug substitution
should be considered with expert consultation. (See Table 2)
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TABLE 1. Provisional Public Health Service recommendations for chemoprophylaxis
after occupational exposure to HIV, by type of exposure and source material — 1996

Type of Antiretroviral Antiretroviral
exposure Source material®* prophylaxist regimen$
Percutaneous Blood!
Highest risk Recommend ZDV plus 3TC plus IDV
Increased risk Recommend ZDV plus 3TC, £ IDV**
No increased risk Offer ZDV pius 3TC

Fluid containing visibie
blood, other potentially

infectious fluid ™, or tissue QOffer ZDV pius 3TC
Other body fluid (e.g., urine) Notoffer
Mucous membrane Blood Qffer ZDV plus 3TC, £ IDV**

Fluid containing visible

blood, other potentiaily

infectious fluid ™, or tissue Offer ZDV, £3TC
Other body fluid (e.g., urine) Notoffer

Skin,
increased risk3$ Blood Offer ZDV plus 3TC, £ IDV**
Fluid containing visible .
blood, other potentiaily
infectious fluid ™", or tissue Offer 2DV, = 37C
Other body fluid {e.g., urine) Notoffer

*Any exposure to concentrated HiV (e.g., in a research laboratory or production facility) is
treated as percutaneous exposure to biood with highest risk.
"TRecommend—~Postexposure prophylaxis (PEP) should be recommended to the exposed
worker with counseling (see text). Offer—PEP should be offered to the exposed worker with
counseling (see text). Not offer—PEP should not be offered because these are not
occupational exposures to HiV (7).
$Regimens: zidovudine (ZDV), 200 mgq three times a day; lamivudine (3TC), 150 mg two times
a day; indinavir (IDV), 800 mg three times a day (if IDV is not available, saquinavir may be
used, 600 mg three times a day). Prophylaxis is given for 4 weeks. For full prescribing
information, see package inserts.

‘Highest risk—80TH larger volume of blood (e.g., deep injury with large diameter hollow
needle previously in source patient’s vein or artery, especially invaiving an injection of
source-patient’s blood) AND blood containing a high titer of HIV (e.g., source with acute
retroviral iliness or end-stage AIDS; viral load measurement may be considered, but its use
in relation to PEP has not been evaluated). /ncreased risk—EITHER exposure to larger
volume of blood OR blood with a high titer of HIV. No increased risk—NEITHER exposure
to larger voiume of biood NOR blood with a high titer of HIV (e.g.. solid suture needle injury
from source patient with asymptomatic HIV infection).

**Possible toxicity of additional drug may not be warranted (see text).

"“Includes semen; vaginal secretions; cerebrospinai, synovial. pieural, peritoneal, pericardial,
and amniotic fluids.

$8For skin, risk is increased for exposures invoiving a high titer of HIV, prolonged contact, an
extensive afrea, or an area in which skin integrity is visibly comoromised. For skin exposures
without increased risk, the risk for drug toxicity outweighs :ne denefit of PEP.



September 22, 1997
Page 5

Table 2 - Follow-up schedule for occupational exposure to HIV infection

Visit 1 . Risk assessment, baseline HIV test, post-exposure prophylaxis decision.
(day 1) For those receiving post-exposure prophylaxis, baseline CBC, renal and
hepatic function tests

Visit 2 For those receiving post-exposure prophylaxis, CBC, renal and hepatic
function

(day 14) tests

Visit 3 Post-exposure prophylaxis therapy complieted

(day 28)

Visit 4 HIV test (if previous test negative)

(day 42)

Visit 5 HIV test (if previous test negative)

(day 84)

Visit 6 HIV test (if previous test negative)

(day 180)
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Table 3 - Administrative follow-up for HIV Occl}pational Exposure

1) “Person in charge”(PIC) fills out questionnaire to document exposure and source
information.

2) PIC reviews prophylaxis information and lab follow up schedule

3) Employee accepts/declines prophylaxis

4) PIC arranges for Health District to dispense medication (initial supply) to employee

3) Employee referred to Primary Care Physician (PCP) for emergency follow-up and subsequent
medication supply and lab work-up

6) PIC enrolls employee in CDC registry (888)PEP-4HIV (voluntary)

7) PIC closes employee record if no seroconversion has occurred after the 6 month visit.
If seroconversion has occurred, PIC refers employee to the workman’s compensation unit.
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Guidelines for Children in Schools and Daycare Centers

Section 22.1-272 of the Code of Virginia entrusts to local school officials the
responsibility for admitting children with HIV/AIDS infection to school. In 1985 the
Attorney General stated that school officials responsible for making these determinations
should consider qualified medical advice and information furnished from sources such as
the child’s physician, public health officials and school nurses. The district director
should review the information provided, preferably in conjunction with the child’s private
physician, bearing in mind that as a general rule school attendance is encouraged. We
suggest a written response to the superintendent along the following lines:

Personal and Confidential
Date
Dear Superintendent:

I have considered your request pertaining to the advisability of allowing John Doe,
who has HIV infection, to attend school.

The child’s physician and I have considered your request in accordance with the
recommendations of the Board of Health on this subject, and the interpretation of section
22.1-272 of the Code of Virginia by the Attorney General. After a very careful review, it
is our opinion that there is no medical reason for excluding him from school or it is our
opinion that he should not be allowed to attend school at present. Another review should
be conducted in x months.

We recommend the same format when assistance is requested about admitting
HIV-infected children to day care centers.

District directors should be aware that on January 13, 1986, the Attorney General
ruled that Section 32.1-78 of the Code of Virginia requires the Commissioner to report to
the Superintendent of Public Instruction or the appropriate school division the names of,
and pertinent information about, students who have AIDS. If the Commissioner
determines that those students have health problems associated with the disease might
affect their career in school, he may require that they receive special education.
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ANDOLPH L GORDON, M.D.. MPH. P O BOX 2448
OMMISSIONER RICHMOND, VA 23218 TDD 1-800-828-1120
February 26, 1997
MEMORANDUM
TO: District Health Directors

FROM: Casey W. Riley, DireZtor
Division of STD/AIDS

SUBJECT: STD/HIV Interview Time Periods

In May 1996, President Clinton signed Public Law 104-146, an amendment to the Ryan
White CARE Act. The law includes a requirement that states take administrative or legislative
action starting April 1, 1997, to ensure a good faith effort is made to notify a spouse of a known
HIV-infected patient of potential exposure to HIV and to encourage such spouses to seek HIV
testing.

HIV partner notification has been in place since the 1980s. While the new law requires
additional notification for some individuals, it does not significantly increase workload on staff.
Starting April 1, 1997, the previous ten years of an HIV-infected patient’s marital history
should be reviewed and all spouses at risk for infection should be appropriately notified.
Recommendations regarding the STD/HIV partner notification process can be found in the
“STD Epidemiology” section of the STD Manual. There is no requirement to lengthen the
interview time period to ten years for the spouses of those HIV-infected patients reported to
VDH prior to April 1, 1997.

. Marital status should be obtained and documented on a field record for all HIV-infected
patients.

. The interview period for HIV-infected patients, who are not separated or divorced and

have never been separated or divorced, is ope year from the date of the patient’s positive
HIV test. Spouses exposed to HIV are notified.

VIRGINIA
DEPARTMENT
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. The partner notification interview period for separated and divorced HIV-infected
patients is extended to identify marriage partners in the past ten years.

. There is no need to go back ten years for HIV-infected separated or divorced patients
with a known infectious period (known negative HIV test date). Spousal notification
should encompass the six months prior to the negative test date.

If you have any questions, please call me at (804) 786-6267.

/pkt
c: Jeff Lake ~=
Dr. Grayson Miller, Jr.



Division of HIV/STD

Statistics and Data Management Program

RULE OF THREE

In order to protect the confidentiality of persons reported with communicable diseases in
Virginia, the Division of HIV/STD follows the "Rule of Three" as recommended by the
Centers for Disease Control (CDC) in Atlanta. ' Basically, the Rule of Three states that no
data cell for a particular demographic characteristic may be revealed to the general public
if that cell contains less than three. Likewise, if the contents of a suppressed cell in a table
could be determined by simple addition or subtraction of the non-suppressed rows or
columns in a table, then additional rows or columns would also need to be suppressed.

An example of how this may be accomplished would be the following:

A breakdown by race reveals the following:

White 100
Black 50
Hispanic 1
Asian 1
Other 2

In order to prevent inadvertent disclosure of the individuals in the Hispanic
or Asian categories, the information would be released to the news media as:

White 100
Black 50
Other 4

1 CDC Staff Manual on Confidentiality: U.S. Department of Health and Human
Service; Centers for Disease Control; Atlanta, Georgia 30333; February 1984.




In providing the attached information on disease statistics, the Division asks your cooper-
ation in following the Rule of Three so as to assure our citizens an appropriate level of
protection from undue disclosure. Should you have questions regarding the Rule of Three
or its implementation, please call the Statistics and Data Management Program at 804/225-
3750.




VIRGINIA DEPARTMENT OF HEALTH
Revised BEligibility Guidelines
Effective July 1, 1994




ELIGIBILITY PROCESS

The eligibility process starts when the original CHS-1 is
completed.

If a valid proof-of-income is not presented at the time the
original CHS-1 is completed, the applicant will receive no discount
for the services he/she received unless he/she provides proof of
income within 10 working days or the next visit, whichever is
socner. If a valid proof of income is provided within 10 working
days, charges will be discounted back to the date of coﬁpletion of
the original CHS-1.

NOTE: A WIC, CDS, and CSS require proof of income before
certification. As necessary, CSS and CDS also require
proof of the applicant having applied to medicaid and
SsI.

If the applicant does not provide proof of income within 10
working days, no discounts will be given for prior services. Ir
an applicant provides the information after 10 working days and is
determined to be an "A", the past charges may be discounted at the
director's discretion.

NOTE: When an applicant receives a wmedicaid card after
the eligibility date, staff are to bill‘ﬁedicaid
for all possible visits. Any credits to the
account shall be refunded to the applicant.

When the eligibility is due, if the applicant does not have a
valid proof of income, he/she will be charged full fee. These
charges may be reduced if the proof of income is brought in

according to the above guidelines.



Eligibilities must be completed every 12 months or as required by

other programs, (WIC) or

Eligibilities may be completed when:

1. Income scales are revised or,

2. When the health department has reason to believe the patient's
eligibility status or family composition has changed or,

3. wvhen a patient requests a waiver.

Automatic Eligibility

Once it is established that a person is in one of the categories

listed below, he/she is eligible for services as an indigent

patient. Once the proof of income is provided, no other financial

information is necessary; however, it is important to get all

insurance information so that services can be billed.

2.

Proof of Income for Automatic Eligibility:

General Relief: cCheck stub or letter

Medicaid: current card or notice of eligibility, listed

on the medicaid printout, or documented call

to the REVS. A copy of the card shall be made at the time of

eligibility or document information from the card.

Babies borq to women on medicaid do not receive automatic

eligibility. ‘

EXCEPTIONS: Staff need to be aware that while the
applicant may be covered by mnedicaid, the
remaining family members do not receive
automatic eligibility status.

School lunch (for school dental services only) Verification




from school required that the child is eligible for the free
lunch program. |

Services to Minors

Unmarried minors seeking family planning or maternity services
are automatically eligible for services at full

discount. All others will have an eligibility completed

for family planning or maternity services.

Note: Full-diseounts—de—net—apply—

Do Not Contact (DNC)

A DNC patient is a patient receiving family planning

or maternity services who requests that no bills or notices be
sent to her home. No patient is considered automatically DNC,
but all unmarried minors seeking these services should be
asked if they wish to be a DNC patient. While unmarried
m_inors seeking DNC status are automatically eligible for full
discount, others seeking DNC status must go through the
complete eligibility process.

Prior to services being rendered, an explanation of the
charges, applicable discounts, and expected payment shall be

provided to the applicant.



Note: Patients who are not unmarried minors, but who are
also DNC shall not be sent a bill, shall not be
referred for collection or Debt Set-Off and shall
not be denied service.

Definition of FPamily

The family unit may consist of:
A. Husband and wife and/or their minor dependents.
B. A single individual and his/her minor dependents.
C. An individual with no minor dependents.
Notes: (1) A woman who is pregnant should be counted as a
multiple beneficiary when the pregnancy has been verified by
a physician or a nurse practitioner working under the
supervision of a physician.
A minor is a per#on, wvho is less than 18 years of age whose
parents(s) are responsible for his/her care. A minor is
considered a separate family unip when married or pot living
with any relatives or deemed an adult for sexually transmitted
disease or any contagious or infectious disease, birth
control, pregnancy or family planning except for the purpose
of sexual sterilization.

Where and when individuals other than spouses and their minors

reside together, each shall be considered a separate family

unit and shall pot be a dependent of another family unit.

Proof of dependency from the Internal Revenue Service is not

considered a basis for determination of family unit. Examples

of separate family units:




5.

A. Elderly person(s) who live in thé home of their children
or a relative.

B. A mother (18 and over) and her child who live with her
parents or a relative.

c. The child of an unemancipated minor who lives with her
mother and grandparent/s.

D. A minor placed in a foster care home.

E. A minor living with a legal guardian who doces not have:
financial responsibility.

F. Unrelated individuals living together or as cohabitating
partners.

A husband and wife ‘who are separated shall be considered

separate family units when they are not living together

and are not dependent on each other for support.

A Medicaid recipient who is a minor receiving SSI or aADC

payments shall be a separate family unit. A Medicaid

recipient without SSI or ADC shall be part of a basic family

unit as described in paragraph #1. The child who is

considered a separate family unit is not part of the larger

family unit when calculating their income.

For family planning services, individuals requesting DNC may

be a separate family unit and would require an eligibility

determination. |

For joint custody, both parents must designate a head of

familj or the parent pregenting for services will be

considered the head of the family. The family unit will be

Y 5



that of the designated head and his/her family unit plus the
child in joint custody.
The family unit for a parent paying child support excludes the
minors for whom the child support payments are intended. The
family unit which receives child support payments shall
include the minors for whom the child support payments are
intended.

Proof of Income

In the majority of cases, income can be verified by

determining the family's money wages and salaries before any

deductions (gross income). Wage and salary verification must be

determined for all adults in the family. (Earned income of minor

children are excluded.) If there is any question about the

authenticity of the pay stub (no name or social security number),

staff may require a statement on company letterhead.

The following documentation can be used as proof of income.
Pay stub with year-to-date total

If the calendar year-to-date total is on the étub; and, the
applicant was employed by the same employer since January ist;
and, the year-to-date income covers three or more months of
continuous employment, then, only one pay stub is needed to
use the CSS calendar to compute annual income.

If year-to-data totals are not available, then check stubs for
the past three consecutive' pay periods are recommended.

For people who have worked on their current job for less than

three months, use a current check stub to determine a reqular



amount of pay (hourly, weekly, monthly, etc.) and calculate

income as if the person were working the entire year.

Persons on strike are to be treated as a person who has

changed jobs. (Refer to #3)

Persons who might be off the payroll for sickness or some

other reason should have their family income figured based on

the income at the time of application. When they return to
work, a new éligibility must be completed.

In some cases it may be inappropriate to use check stubs as

verification (seasonal workers, for example.) In those cases,

a W-2 from the previous year should be requested.

Whén making the initial eligibility application,

overtime should be considered part of the gross earnings.

If the interviewer notes a large amount of overtime as part of

the gross income, the applicant should be asked if the

overtime is a regular occurrence. If it is not reqular,

the applicant can be asked to bring back three future

consecutive pay stubs. The eligibility would be recalculated

based on the gross. pay of those stubs. All pay stubs must note
the pay per.iod for which the stated income vzas earned.

If no wage or salary statements are available, then the

following verifications aré:

A. The most recent annual tax return should be requested.
The gross income is calculated by adding the total from
line 23 of the 1040 form. (Line 14 on the 1040A form)
If the applicant is self-employed, income is figured as



above plus any depreciation shown on line 13 of Schedulc

C. If income includes or is totally from farm income,

income must include any depreciation taken on Schedule F.

If no tax return is available, one of the following will

be considered as adequate proof of income:

(1) Statement from employer - Required to be on
company letterhead, dated, signed, and have
sufficient information to allow calculation of
current gross pay. In exceptional cases, oral
veriticafion from the employer can be used as proof
of income.

(2) Some people who are self-employed may only have
ledgers that: they keep about their business'
revenues and expenses. When these ledgers are
brought in as proof-of-income one of two approaches
may be used:

(a) If possible, determine what they paid
themselves and their family members.

(b) If (a) is not possible then determine their
revenues and subtract out all expenses except
depreciation. This remaining total will be
their gross income.

(3) In certain cases a self-declaration of income
is acceptable. Examples are those who are homeless
and day workers. Tips for those earning them could

be reported in this manner. The applicant should be
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11.

asked to write out a statement such as "My

estimated yearly income is_____." The statement

should be signed and dated.

(a) Migrant and seasonal wbrkers may also self-
declare their income.

(4) A signed letter from the Department of Social
Services stating the income used by Social Services
to»determine eligibiiity.

Social Security and railroad retirement

Any one of the sources listed below may be used as
verification:

A. Documents stating the amount of the entitlement

B. Official award letter or notice

C. Benefit payment check or proof of direct deposit amount.
Deductions for Medicare Part B are to be added to this amount
to compute total monthly income.

D. If none of the above sources are available, other sources,
such as an adult child, may be contacted, but

only with written consent of the applicant.

Persons Receiving Unemployment Benefits

The only allowable verification is a statement from the
Virginia Employment Commission stating the amount of benefits
and the weeks remaining. The person receiving unemployment
benefits should be treated as a person who has changed jobs.
Worker's Compensation/Veteran's Benefits

A. Documents stating the amount of the payment



12.

13.

Benefit payment check or proof of direct deposit amount .

Applicant states he/she has no income

All applicants claiming no income should be closely questioned

about how they are supporting themselves. The interviewer

should alsoc make certain that they are identifying the correct

family unit.

A.

If the applicant states that he/she has no income,

the following documentation may be used:

(1) Statement from Virginia Employment Commission

denying unemployment compensation

(2) Termination notice from previous employer

(3) Layoff notice from previous employer

If the person Aclains they have no income, but are
receiving support from another person who is not a member
of the family, then the applicant must provide a signed
statement (food and shelter) from the person providing
the support. (See sample statement on page __ ). This
statement should provide the estimated length of support.
It can be given to the applicant oi mﬁiled directly to
the person who may be providing the support.

An applicant who appears to be homeless and have no
regular source of income or way of verifying income can
self-declare what their income is with no additional

verification needed.

Alimony/child Support

This can be verified by the applicant providing any 1legal

10
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15.

16.

17.

document (divorce papers, letter of support, judgement,
custody papers, copies of checks) that state the amount and
frequency of payment. A written declaration of child support
is also acceptable.

A copy of the ex-spouse's tax return showing alimony payments
would alsoc be acceptable.

Military Pay

The most recent member's copy of the leave and earnings
statement (LES) form must be used to detamin§ income.
Income includes monthly base pay, hazardous pay and all other
cash benefits.

Training Stipends

These are funds paid to a person while in training. This
includes Job Corps, or payment of part or all of salary while
in school. Verification can be made by check stub or by a
letter of award that the student receives.

Children in Foster Care

Children in Foster Care are considered separate families. Any
payment from the Department of Social Services for their care
should be considered part of the child's income and not part
of the foster parents income.

Family with Income only from Checking/Savings Accounts
Sometimes an applicant may claim no income, but have a
sizeable amount of money in a checking or savings account.
(Sizeable is a combined amount of more than $10,000). When

this occurs, the interviewer needs to determine if the amount

11
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is earned income. (Earned income is that income that the

family was able to save when a family member was employed.)

A.

If the amount is from earned income, only the interest
from those accounts should be counted as income.

If the amount is not earned income (examples: money
brought into the country by legal aliens, past judgement
awards), then the entire amount in the accounts is to be
considered as income. It would also be permissible to
use the amount that was withdrawn from the accounts in
one year's time, but the applicant must have bank records .

to prove the difference.

Other types of benefits

A.

Private pensions\Military retirement

The same type verifications are acceptable as for the
recipient of social security. As for most catagories,
tax records are acceptable.

Regular Insurance or Annuity Payment - See 9A above
Dividends and 1Interest - Acceptable types of
verification_ are bank statements (quarterly or semi-
annual.give a better picture of what annualized amount
would be), past year's 1099's or a copy';t the applicants
past year 1040, line. For the self-employed and in other
cases where the total income is used (line 23 of the
1040) it is not necessary to add in dividends and
interest and other sources of income.

Net Rental Income -~ Review Tax Information. Generally

12
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included in Schedule € or E. Will show on line 18 of
1040 which is part of line 23.

Net Royalties - Review tax information. Generally
included in Schedule C or E and will show up as part of
line 23 on the 1040.

Periodic Receipts from Estates or Trusts - Several
possible sources of verification are acceptable. These
include.copies of legal documents, tax records, 1099's
and bank records.

Lump Sum Setflements - These include inheritances, one
time insurance payments, and injury compensation awards.
Verification can be made by checking the award letter or
copying the check. In some cases it may be necessary to
check with the court.

Net Gambling Winnings - This is shown on line 22 of the
1040 tax form and is, therefore, part of the line 23
total.

Lottery Winnings - Although the recipiént should be
asked about their income related to lottery winnings,
verification is not required unless the applicant is
known to have won a large prize or states they have.
Large is defined as $1,000 or more. Lottery winnings

would be shown on the federal tax form.

Gross income does not include:

A.
B.

Food stamps

WIC checks

13



c. Fuel assistance payments

D. Housing assistance - This exclusion is limited to non-

military government-provided subsidies

E. Money borrowed

F. Tax Refunds

G. Gifts

H. Withdrawal of bank accounts from earned income - Interest

is to be included as income

I. Earnings of minor children

J. Money received from fhe sale of property

K. General relief frsom the Department of Social Services

L. College or university scholarships, grants fellowships

and assistantships
Residence

Non-mandated services may be limited to residents of Virginia.
Proof of residence may be a Virginia driver's 1license,
rent/mortgage payments;_utility payments, voter registration, or
any other document that establishes Virginia residency. Mandated
services are defined as those four services listed in the non-
chargeable section of these guidelines.

The district director or program director can 1limit the
provision of certain health services based on an assessment of
public need and available department resources.

The district director or program director may establish
pblicies to limit the provision of certain health services provided

by the department based on legal residence and visa status except

14



where federal funds are appropriated for the service.

Non-Chargeable Services
The following services are to be provided at no charge.
Those immunizations for children as required by #32.1-46 of
the Code of Virginia, and of persons up to the age of 21 when
the person 1lacks evidence of complete and appropriate
immunizations for the diseases covered by that section of the
Code.
Vaccines covered by the Code are diphtheria, tetanus, whooping
cough, (DPT), poliomyelitis, haemophilus influenza type B,
(HIB) , measles, Germanic measles and mumps (MMR). Adequate
vaccination for the above shall be free.
Tetanus/diphtheria vfor adults is also free, but an
administration charge may be charged.
All other routine vaccinations provided by the department
shall be charged to the patient.
Examination and testing of persons suspected of having or
known to have tuberculosis as required by #32.1-50 of the Code
of Virginia.
Initial skin tests and the examination to rule out
tuberculosis is free for contacts ef—infeetieus-tubersulesis—
patients~ ons with suspected or co ed disease.
The follow-up examination for all other significant reactors
is also tree; Examination includes a chest x-ray and its
interﬁretation, a physical exanmination, and initial

recommended lab work.
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Whenever the Bureau of TB Control contracts a vendor for X-ray
or lab services, the patient is not to be charged for those
services.
Physician recommended ongoing care may be charged to the
patient. If charged, the sliding fee schedule must be used.
This includes clinical care, ancillary services, and drugs.
Patients with suspected or diagnosed Tuberculosis should not
be denied the above services due to non-payment.
Examination, testing and treatment of persons fo,r venereal
sexually transmitted diseases as required by #32,1-57 of the
Code of Virginia.
Persons whose diagnosis, either suspected or confirmed,
is syphilis, gonorrhea, chancroid, granuloma, lymphogranuloma,
[<} 4 venereunmr HEV—eor—ahlanydia—infeetion shall have their
examination, testing, and treatment provided free of charge—
if—availeble. Pergong whose diadmosis, either sugpected or
on ed, is or_c dia s ve ir examination
provided free of charge,
¥f-the-diagnesis—is-net-ene-of-these-listed-abever If funding
has_pot been specifically provided, diagnostic tests and
medications for HIV, chlamvdia and other nopreportable
sexually transmitted diseases can be charged to the patient.

(See the section on chargeable services for specific
information on how to charge.)
Anonymous testing for human immunodeficiency virus as required

by 32.1-55.1 of the Code of Virginia.Testing for human
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immunodeficiency virus (HIV) is a free service. Districts are

discouraged from charging for a venipuncture and handling.

Flat Rate Charge

Flat rate charges are made for services that have been

determined by the department to be not essential for public health

protection. Charges are not subject to the sliding fee schedule.

The following services have been approved by the Commissioner

to be provided on a flat fee basis.

A.
B.
c.

Cholesterol tests when provided on a mass screening basis
Flu shots and pneumovax

Overseas travel immunizations. An administration fee may )
also be charged on a flat fee basis

PPD testing when performed as a screening examination
Venipuncture outside lab and handling fee when provided
to patients on a walk-in basis and not part of a reqular
routine clinic service.

Chest x-rays for routine tuberculosis related screenings
Activities of daily living is available for non-medicaid
patients. Personal care is availa.ble for only patients
with medicaid. The co-insurance for persons receiving
person.al care will be treated as a flaf; rate charge.
Adult dental patients will be charged a flat fee of
$10.00. In addition to this fee, any chargeable dental
services will be provided on a sliding scale basis.
Other services may be provided on a flat fee basis if

there is a written agreement between the district\program
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and the contracting agency. Examples.are: Rabies and
- Hepatitis for animal control workers and Tine tests for
teachers or restaurant workers;

Services Provided on a 8liding Fee Basis

Most services provided by the department are provided on a
sliding fee basis. At the eligibility determination a discount
percentage based on the applicant's income and family size is
calculated. This discount is subtracted from the full charges and
the applicant is responsible for paying the remaining amount.

Services that are.not subject to the sliding fee scale are
listed throughout this section and the subsequent sections
concerning charges.

All services are provided on a fee for service basis. Charges
are based on medicaid payment 1levels. For services that no
medicaid payment level exists, the charge will be based on fhe cost
of providing the service. -

ernit

Health departments provide maternity services aé prescribed by
the Maternal Health guidelines. It is the department's policy to
charge maternity patients on a per visit basis for visits made due
to pregnancy. (Use a "Z" code for medicaid patients and patients
with no insurance.) There is no limit on the number of billable
visits. Use an evaluation/management (E/M code for women who will
have their care billed to private insurance. When care is provided
for conditions not related to pregnancy, the visit should be billed

using an evaluation/management code. Whenever possible, a HCFA-
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1500 form should be used to bill insurance companies including
medicaid.
Babycare

Babycare is maternal and infant care coordination (MICC) plus
nﬁtrition counseling, homemaker services and educational classes.
Using medicaid guidelines, it is available on a sliding fee basis
to all eligible patients.

Risk screens (DMAS-17 form) are to be completed on all
maternity patients and infants with medicaid cards. Additional
risk screening forms can be submitted as the status changes.

MICC is billed each month based on days in the program.
Homemaker services are billed on hours of service provided.
Billing for educational classes is done per class attended while
nutrition education is billed per visit.

Medallion
Medallion is a managed care program sponsored by medicaid. 1If a
district is a Medallion provider, they should provide care to their
panel of medicaid enrollees as prescribed in their provider
agreement.

Districts who are not providers can provide maternity, EPSDT,
family planning,dental, and BABYCARE services to any medicaid
recipient. It is recommended that the patient's primary care
provider be contacted and authorization received before providing
EPSDT services to a child covered by the Medallion program.

In order for medicaid to pay for any follow-up or acute care,

authorization must be received from the patient's primary care
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provider and noted on the HCFA-1500.
Pedjatric/Well Baby

Health Departments provide pediatric/well baby services using
the guidelines prescribed by the cChild Health Manual. If the
patient is a medicaid recipient and is eligible for a EPSDT, a
preventive management CPT code should be used to bill for the
services. (A preventive management code should be used for non-
medicaid patients receiving well child care.) Any visits made for
pediatric care between tha periodicity schedule will be billed
using an evaluation/management code.

Family Planning

Health Departments provide family planning services as
prescribed by the family planninq guidelines. The patient should
be charged for either initial/annual or a follow-up visit. For DNC
patients, third party payors will not be billed. (This includes
medicaid.)

If the patient does not meet the family planning service
criteria, this individual should be referred to another type of
clinic for check-ups and pap smears. o
Gynecology

Gynecology'patieﬁts are charged for each clinic visit using EM
codes.

Colposcopy Servicesg

A patient receiving a colposcopy (with or without a biopsy)
should be charged according to the charge schedula. If cryosurgery
is performed, it should be billed'separately at the charge listed
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in the department's charge schedule.
General M cal Services

General medical services include health maintenance, care for
chronic conditionsg, and acute care that the district may provide.
All services provided must be provided using evaluation/management
or preventive medicine codes on a sliding fee basis.
LAB

Lab tests should be billed accordingly to the charge schedule.
For any test sent to outside reference labs, the district may
Cchoose to not offer a discount on those tests. All lab tests
performed on-site may be provided on a sliding fee basis. No

charge should be made for anvy lab _tests for which the Bureau of

e i .Cont ays.

Z=Ray

X-rays provided by the district, not as part of routine TB
screenings, may be provided on a sliding fee basis. If contracted
to ocutside vendors, they should be charged on a flat rate basis.
No charge should be made for any X-rays that fhe Bureau of
Tuberculosis Control pays for.
Dental

Charges for children will be based on medicaid payment rates
‘and be provided on a sliding fee basis.
Charges for adults will be based on existing medicaid payment
levels or on estimated costs Qhen medicaid does not pay for a
procedure. Except for the provision given in #8 of "Flat Fee

Services", professional fees shall be provided on a sliding fee
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basis.

a

ac

A.

The patient will pay dental lab fees on a flat rate basis.

Districts without Pharmacies
For any drug (both over-the-counter and prescription)
given to a patient, the patient may pay either based on

the cost of the other drug with no discount or on a

sliding fee basis. Districts may choose which drudgs are
subject to the sliding fee scale,

Districts with Pharmacies

All drugs (both over-the-counter and prescription) may be
provided either based on cost with no discount or on a

sliding fee basis. Digtricts mav choose which drugs are
subject to the sliding fee scale, The prescription

£illing fee shall be subject to the sliding fee scale and
can be charged for each prescription.

ote: d s are subije e s ee scale.

Home Health Services

Home health services are provided on a sliding fee basis. Aall

efforts should be made to get the patient covered through the

district's home health agency. When this is not possible, the

visit to the home should be billed using an evaluation/management
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code.
v me ervic

Child Development Services are provided on a sliding fee

basis. ,
Waivers

In instances when patients have unusually serious health
problems or extraordinary financial hardships are demonstrated to
exist, and there are no other avenues of care, the patient,
guardian or other authorized person may reéues_t a waiver of charges
for up to 90 calendar déys. A waiver must be requested in writing
to the program or disfrict director.

The waiver provides a 100% discount for all services for up to
90 days. The start of the initial waiver period will be the day
the waiver was received by the program or district. Balances due
prior to a waiver may not be waived. When a waiver is requested,
a nevw eligibility may be completed. If documentation is not
available to support the request, it must be provided within 10
working days. If documentation is not provided within the
allowable time, the start date of the waiver will be moved to the
date the documentation was provided and the applicant will be
re